The objective of the present study was to evaluate readiness to recover in adolescent patients with anorexia nervosa with a Spanish version of the Anorexia Nervosa Stages of Change Questionnaire (ANSOCQ). Three measures-the ANSOCQ, the Eating Disorders Inventory-2 (EDI-2) and the Beck Depression Inventory (BDI)-were administered to a group of 70 anorexia nervosa patients (mean age = 15.6 yrs) who were receiving treatment at a specialized eating disorder unit and had reached different stages of the treatment programme. The ANSOCQ was administered again after one week in 42 patients to evaluate test-retest reliability. The ANSOCQ demonstrated good internal consistency (Cronbach's a = .94) and one week test-retest reliability (r =.90). Negative, signi cant correlations were found between the ANSOCQ and several scales on the EDI-2 (r between ê .50 and ê .72) and the BDI (r = ê .68). The Spanish version of the ANSOCQ seems a reliable instrument to evaluate readiness to recover in adolescents with anorexia nervosa.
The attitudes of anorexia nervosa patients towards recovery have been described as ambivalent (Serpell, Treasure, Teasdale, & Sullivan, 1999; Szumkler & Tantam, 1984) . Patients frequently avoid treatment and it can be dif®cult for health professionals to establish a good therapeutic alliance (Vitousek, Watson, & Wilson, 1998) . Motivation to changeÐwhich refers to the willingness of patients to introduce changes that lead to improvements in their disorderÐis often very low. It has been suggested that raising patients' motivation is vital to the establishment of an adequate treatment programme (Geller, 2002; Geller, Cockell, & Drab, 2001 ) and several authors have recommended therapeutic interventions to enhance patients' motivation to change (Feld, Woodside, Kaplan, Olmsted, & Carter, 2000; Treasure & Ward, 1997) . Prochaska and DiClemente (1982) developed a stages of change model to explain the process towards a real willingness on the part of the patient to change. In its most recent formulation, this model proposes six stages of motivation to modify attitudes and behaviours: precontemplation, contemplation, preparation, action, maintenance and termination (Prochaska, DiClemente, & Norcross, 1992) . Several studies have focused on the stages of change in a range of behaviours or disorders such as alcohol abuse (Rollnick, Heather, Gold, & Hall, 1992) , smoking (DiClemente et al., 1991; Prochaska, Velicer, DiClemente, & Fava, 1988) , obesity (Prochaska, Norcross, Fowler, Follick, & Abrams, 1992) or general psychological problems (McConnaughy, DiClemente, Prochaska, & Velicer, 1989) .
A generic instrument for the evaluation of motivation to change is the University of Rhode Island Change Assessment scale (URICA; McConnaughy et al., 1989) , a 32-item, self-report instrument that evaluates four stages of motivation to change. An instrument that focuses speci®cally on eating disorders is the Readiness and Motivation Interview (RMI; Geller & Drab, 1999) . While the RMI has the advantage of being designed speci®cally for the assessment of motivation in eating disorders, its limitations include the fact that the interviewer needs training to administer this structured interview and it takes considerable time to administer.
Rieger and colleagues (Rieger, Touyz, & Beumont, 2002; Rieger et al., 2000) developed a self-report questionnaire of 20 items based on the stages of change model that assesses readiness to change related to a broad range of eating disorder symptomatology including aspects of weight, body satisfaction, weight control, emotional problems and interpersonal dif®culties. The objective of the present study was to validate the Spanish version of this questionnaire for use in clinical and research work in this language. In addition, the present study sought to extend previous research with this instrument to adolescent population and to patients receiving different modalities of treatment.
Method

Participants
The participants were 70 adolescents (69 female, one male) aged between 13 and 19 years (M = 15.6, SD = 1.3). All participants met DSM-IV (American Psychiatric Association, 1994) diagnostic criteria for anorexia nervosa at the commencement of treatment. Diagnoses were made by clinical interview. The participants were comprised of 30 in-patients (42.9%), 10 patients attending a day treatment programme (14.2%) and 30 out-patients (42.9%). Sixty patients (85.7%) were restrictive and 10 (14.3%) were purging.
Procedure
Patients treated at the Eating Disorders Unit of the Child and Adolescent Psychiatry and Psychology Department of the Hospital Clõ Ânic Universitari in Barcelona were asked to participate in this study. They were informed that their responses would be con®dential. Study procedures were approved by the institution's ethics committee.
Treatment in this unit is based on a multidisciplinary approach that combines biological management, nutritional rehabilitation, a behavioural programme aimed at improving eating patterns and weight, individual and group cognitive treatment, and individual and group parent counselling. Only patients with good compliance with treatment are treated as out-patients. If weight and eating behaviour do not improve, patients are hospitalized or attend the day hospital. In-patient treatment is also indicated if medical health is compromised severely or if there is a high degree of comorbid psychopathology.
Measures
Anorexia Nervosa Stages of Change Questionnaire (ANSOCQ; Rieger et al., 2000 Rieger et al., , 2002 The ANSOCQ is a self-report questionnaire of 20 items designed to evaluate readiness to recover in anorexia nervosa. Its items include aspects of weight and body shape, eating behaviour, methods of weight control, and emotional and relationship problems. Its item structure is derived from the stages of change model developed by Prochaska and DiClemente (1982) : for each item, responders are asked to select one of ®ve statements which refer to the precontemplation, contemplation, preparation, action and maintenance stages, respectively. The item score can range from 1 (precontemplation) to 5 (maintenance). A high total score in the ANSOCQ means that the patient has a high motivation to change, and a low score means a low motivation. The full English questionnaire is included in Rieger et al. 2002 ; the Spanish version can be obtained from the authors. Rieger et al. (2000) found that the ANSOCQ demonstrated good internal consistency and one week test±retest reliability in an in-patient sample of adolescent and adult patients with anorexia nervosa. Support was also obtained for the ANSOCQ in terms of concurrent and predictive validity (e.g. signi®cant relations between the ANSOCQ and other instruments assessing motivation to change, and the ANSOCQ's ability to predict the amount of weight gain during treatment). Additional support for the construct validity of the ANSOCQ was reported by Rieger et al. (2002) who obtained signi®cant correlations between the ANSOCQ and instruments assessing the constructs of decisional balance and self ef®cacy.
Eating Disorder Inventory-2 (EDI-2; Garner, 1991)
The EDI-2 is a self-report questionnaire of 91 items for evaluating eating attitudes and symptoms associated with eating disorders. The EDI-2 has 11 subscales (drive for thinness, bulimia, body dissatisfaction, ineffectiveness, interpersonal distrust, interoceptive awareness, asceticism, perfectionism, social insecurity, maturity fears and impulse regulation). There is good support for the psychometric properties of the EDI-2 (Garner, 1991) . Beck, Steer, & Brown, 1996; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) The BDI is a self-report questionnaire of 21 items to evaluate depressive symptomatology. It has shown good internal consistency and test±retest reliability.
Beck Depression Inventory (BDI;
Statistical analysis
The internal consistency of the ANSOCQ was calculated using Cronbach's alpha coef®cient. An acceptable coef®cient alpha exceeds .7. Test±retest reliability with a one-week interval was analysed using the Pearson productÐmoment correlation between the scores obtained by the participants at the two evaluations, which is the most appropriate statistical test to use for test±retest reliability. Also a Student's t test for paired samples was used to compare the means obtained in the questionnaire at these two time points. The Student's t test for independent samples was used to compare the means obtained for different groups of patients. The Pearson productÐmoment correlation was also used to determine the association between the ANSOCQ and eating and depressive symptomatology (as assessed via the EDI-2 and the BDI, respectively). The level of statistical signi®cance was p < .05. Statistical analyses were performed using SPSS (Norusis, 1993) , Version 10.0. Table 1 shows the general characteristics of the patients who participated in the study and their results on the ANSOCQ, the BDI and the EDI-2 subscales.
Results
General characteristics and questionnaires results
There were no signi®cant correlations between the ANSOCQ and age of the patients (r = .13, p = .27), months elapsed since the onset of the disorder (r = .08, p = .48) or Body Mass Index (BMI; r = .01, p = .89). Figure 1 shows the percentage of patients classi®ed in each stage of change according to the ANSOCQ.
Reliability of the questionnaire
The internal consistency of the questionnaire was measured by the Cronbach's alpha coef®cient, which was .94. The one-week test±retest reliability in 42 patients was .90. In the comparison (carried out in 42 patients) between the mean obtained in the ANSOCQ on the ®rst administration (M = 58.2, SD = 20.7) and at the second one after one week (M = 60.1, SD = 22.2), there was no statistically signi®cant difference (t = ê 1.3, p = .179).
Validity of the questionnaire
As shown in Table 2 , signi®cant and negative correlations were obtained between the ANSOCQ and both the BDI and each of the EDI-2 subscales (especially the drive for thinness, body dissatisfaction, ineffectiveness, interoceptive awareness, asceticism and social insecurity subscales). As demonstrated in Figure 2 , the mean ANSOCQ scores obtained by patients treated as in-patients or at the day hospital were signi®cantly lower (t = ê 2.7, p = .008) than the scores obtained by patients treated as out-patients.
Discussion
The results support the psychometric properties of the Spanish version of the ANSOCQ. These ®ndings extend previous research on the ANSOCQ in that the present sample was 96 E. Serrano et al. younger than previous samples and included patients attending a day programme and out-patient treatment.
In the present study, the internal consistency and test±retest reliability of the ANSOCQ were highly acceptable and were very similar to those reported for the original version of the questionnaire (Rieger et al., 2000) . In addition, the negative correlations with the majority of the EDI-2 subscales were high and similar to those obtained by the authors of the questionnaire, thus providing support for the concurrent validity of the ANSOCQ. As in the Australian sample, the highest correlations were with the drive for thinness, body dissatisfaction, ineffectiveness, asceticism and social insecurity subscales of the EDI-2. In the present study we found higher correlations of the ANSOCQ with the maturity fears subscale of the EDI-2 compared to the Rieger et al. (2000) study, perhaps due to the fact that the patients were younger. In adolescents, maturity fears and other variables such as family characteristics may have a greater impact on motivation to change and short-term outcome compared to adult samples (Castro, Toro, & Cruz, 2000) . The drive for thinness and body dissatisfaction subscales showed a negative correlation of above .60 with the ANSOCQ in both the present study and in Rieger et al. (2000) . These two subscales are the ones that are most closely related to the core symptoms of anorexia nervosa and the ones that are most involved in the onset and maintenance of anorexic behaviours (Gila, Castro, Toro, & Salamero, 1998; Russell, 1985) . Vitousek et al. (1998) suggests that the egosyntonic character of these symptoms is the main reason for the resistance to change in anorexia nervosa. Those individuals with high levels of motivation for change tended to have lower scores on the EDI subscales, indicating less severe eating disorder symptoms.
The correlation with the BDI was negative but higher than that obtained in the validation of the original questionnaire. This shows the importance of depressive symptomatology in contributing to the patient's sense of hopefulness to change ®rmly established behaviours and to initiate actions that involve a substantial effort on the part of the patient. Feelings of low self ef®cacy are also described by Prochaska and DiClemente (1982) as being related to low motivation to change. Rieger et al. (2002) found a high relationship between the ANSOCQ and a self-ef®cacy scale. The importance of con®dence in one's ability to change has been underlined by other authors (Treasure & Schmidt, 2001) . Self ef®cacy may also be re¯ected by the ineffectiveness subscale of the EDI-2, which has a high negative correlation with the ANSOCQ.
There was no correlation between age and the ANSOCQ. Nor was the duration of illness related to motivation to change as measured by the ANSOCQ, perhaps as a result of the short time of illness duration (M = 18.9 mths). BMI varied from very low (13.9) to normal (21.5) since patients were at different stages of their treatment, but it did not correlate with the ANSOCQ. This may be due to the fact that patients were adolescents and the decision to be treated as in-patients or in a day hospital is to a large extent taken by their parents, and therefore the increase in their BMI is achieved without an overriding desire on their part to change. In adult patients, this lack of motivation has been identi®ed as the cause of the high drop-out rate from intensive treatments (Geller, 2002) .
The percentage of participants in each stage of change lends further support to the validity of the ANSOCQ. Speci®cally, the percentage of participants in each stage of change differs somewhat from those reported by Rieger et al. (2002) . In our study there were more patients in the preparation and action stages, and in Rieger et al.'s study there were more patients in the contemplation stage. This difference is expected given that the patients in the Australian study were all evaluated during admission in an in-patient unit, whereas the participants in the present study were comprised of patients undergoing in-patient, day programme or out-patient treatment. Differences in treatment modality across the two studies can also account for the difference in mean score on the ANSOCQ for the global sample (60.3 in our sample and 51.07 in Rieger et al. (2002) ). As Figure 2 shows, patients who were able to follow an out-patient treatment had a higher mean score on the ANSOCQ than patients who needed in-patient or day hospital treatment. This last result also reinforces the concurrent validity of the questionnaire.
The present data support the psychometric properties of the Spanish version of the ANSOCQ in terms of its internal consistency, test±retest reliability and concurrent validity. As such, it is likely to be a useful instrument in clinical and research work on anorexia nervosa in Spanish-speaking populations.
